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This is a case presentation of a 44-year-old male consumptive patient with a ruptured 3 cm aortic aneurysm, together with a
discussion of the aetiology, treatment and risk of aortic rupture in patients with vessel wall changes due to tuberculosis.
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Abdominal aortic dilatation and especially aortic
aneurysm often require either open surgical or endo-
vascular treatment. In all cases of aortic aneurysm, the
risk of surgery should be compared and evaluated
with the risk of aortic rupture without definitive treat-
ment. There remains some controversy as to what size
of aortic dilatation should be treated with surgery.
According to some studies, only conservative treat-
ment should be used in asymptomatic patients with
an aortic diameter of less than 4±4.5 cm.1 However, in
some rare cases, smaller aneurysms can rupture.
Case Report
A 44-year-old patient (case number 2421/2000)
admitted to the Department of General and Vascular
Surgery with the diagnosis of retroperitoneal haem-
atoma. Previously, the patient had been treated in the
Department of Lung Diseases and Tuberculosis in a
Municipal Hospital. The patient complained of back
and abdominal pain lasting for 2 days. A 3 cm wide
abdominal aortic dilatation was found on abdominal
CT scan. A retroperitoneal structure between the aorta,
spine and left kidney was suggestive of a haematoma* Please address all correspondence to: T. Urbanek, Department of
General and Vascular Surgery, Medical University of Silesia,
ul. Ziolowa 45/47 40 ± 635 Katowice, Poland.
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eter of the haematoma was 16 cm 10 cm and no
pathological lymph nodes were present either retro-
or intraperitoneally. Changes suggestive of pulmon-
ary tuberculosis were found on the chest X-ray (Fig. 2).
Laboratory investigations revealed a haemoglobin
level of 8.8 g/dl and haemocrit of 24%.
The patient was operated on. During laparotomy,
an 8 cm wide, pulsating mass was found to be embra-
cing a dilated 3 cm wide aorta below the level of the
renal arteries. After clamping of the aorta and iliac
arteries, the aneurysm was opened and on the poster-
ior aortic wall a 2 cm long ulceration associated withFig. 1. CT-scan: retroperitoneal haematoma and ruptured aortic
dilatation.
 license.
Fig 2. Chest X-ray: diffuse opacity of the left thorax.
110 M. Zaniewski and T. Urbanekthe rupture was seen. Vascular reconstruction was
performed using a straight Dacron 16 mm prosthesis
from the aorta from below the renal arteries to the
aortic bifurcation. There were no complications post-
operatively.
Before symptoms occurred, the patient had been
treated pharmacologically with antituberculotic
agents such as streptomycin and rifampicin for
2 months. On admission to the hospital, he received
streptomycin, rifampicin and cefotaxime. No organ-
isms were cultured from the infected tissue seen at
operation.
Discussion
There is 1±3% yearly risk of abdominal aortic rupture
in cases of 4 cm aortic dilatation.1 There is insufficient
data about the risk in patients with a diameter smaller
than this value. On the other hand, concomitant
pathology, especially tuberculosis or other destructive
changes due to inflammatory infiltration of the aortic
wall could be the reason for this complication.2,3 Now-
adays, because of the very rare occurrence of this
pathology, the exact description of possible changesEJVES Extra, 2002and complications can be found mostly in older books
or publications concerning vascular surgery.
In the present case, despite the absence of positive
bacteriological findings, it should be suspected that the
reason for the aortic rupture was active tuberculosis.
The reason for negative bacteriological investigation
could be implementation of long-term antituberculotic
treatment. Untill the year 1999, the English literature
presented and described only 42 cases with aneu-
rysms of tubercular origin.3 The youngest was a 14-
year-old patient suffering from aortic aneurysm with
concomitant periaortic tuberculous lymphadenitis.2
The frequency of thoracic and abdominal aorta
aneurysms of tuberculous origin in consumptive
patients is almost equal. More commonly pseudo-
aneurysm formation is observed. In 75% of cases, an
aneurysm occurs because of infection of the aortic
wall by mycobacteria eventually leading to wall ero-
sion. In cases of advanced infection and inflammation
within the aortic wall, necrosis or even perforation of
the vessel wall has been observed.4 In the described
cases periaortic lymphadenopathy is very often seen.
Another mechanism of rupture involves patients with
a duodenal location of the tubercular focus. Primary
duodenal wall followed by aortic wall infiltration can
cause an aorto-enteric fistula.5
In all consumptive patients with chest, abdominal
or back pain with concomitant anaemia and/or a pul-
sating mass in the abdomen, the diagnosis of aortic
aneurysm should be excluded.
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